SYNOPSIS Weakness and wasting of shoulder girdle muscles occurred in 40 cases of cervical spondylosis at the level C 3/4 intervertebral space with spinal cord, and lower with nerve root compression. Often there was no sensory loss. Prompt recovery followed Cloward's operation in more than half the cases. The pathogenesis and the need for early diagnosis and radical treatment of the condition are considered. Phillips (1975) noted that the shoulder muscles, including spinati and deltoids, were affected in a minority of both groups of cases of neurological disorder-myelopathy and brachial neuritisassociated with cervical spondylosis ( By definition, all cases here described had motor loss (weakness and wasting). This was confined to the shoulder girdle and was striking in 14 cases and less so in the others, with a variable involvement of other muscles in the arm and hand (Table 2) . Pain in the upper limb was a symptom in all cases of brachial neuritis, but in fewer than one in four of the cases of myelopathy. Notably, there was no upper limb sensory impairment in nearly half the cases and variable impairment, inadequate for neurological localization, in others. Sensory loss in the fifth cervical dermatome (deltoid area) was present with certainty in only six cases.
Cloward's operation (removal of intervertebral disc and adjacent bone, including osteophytes and overlying soft tissue projecting into the spinal canal, by an anterior approach, with a bone graft tapped As might have been expected, the patients showing recovery were on average somewhat younger and, more significantly, the average duration of their preoperative shoulder girdle weakness (in the myelopathy group) was nearly three times shorter than the cases without recovery (Table 4) . Necropsy of spinal cords compressed by the ridges produced on the anterior wall of the cervical spinal canal by disc degeneration, osteophytes, and overlying cartilage and ligaments shows the obliquity ofnerve roots, which accounts for cord involvement at a lower segmental level than the disc pressing on it (Fig. 3) . Also to be noted are the indentations on the anterior aspect of the cord, which lie almost exclusively between the exit points ofadjacent motor rootlets from the cord. Also, at least in cases coming to necropsy (almost exclusively those with the myelopathy syndrome), the roots within the spinal canal between their exit from the cord and their entry into the intervertebral foramina do not seem to be so liable to compression or, if so, only at the most lateral extremities of the ridges. Therefore in cases of cord compression the nerve roots will be compressed only when the ridges are well marked laterally. (Brownell and Hughes, 1966) .
IA
IT'S-the whole nerve root to be compressed, but with the shoulder girdle discs at least sensation (that is, at the C 5 dermatome) is uncommonly affected.
The Cloward's operation, being confined to the relief of spinal compression at specific disc levels, as may be shown by serial myelographies, affords an opportunity ofchecking myelographic findings against subsequent neurological recovery. The results have in general vindicated the policy of reliance on these findings, especially when, as noted in so many cases, the start ofrecovery could be demonstrated (and, indeed, often 
